According to the World Health Organization (WHO, 2010) , interprofessional education (IPE) occurs when "students from two or more professions learn about, from and with each other to enable effective collaboration and improved health outcomes" (p. 7). IPE has gained widespread acceptance over the past decade and is now viewed as a vital component in training future health professionals to provide safe, high-quality, patientcentered care (Wise, Frost, Resnik, Davis, & Iglarsh, 2015) . Increased focus on IPE has been partially driven by concerns about adverse health outcomes stemming from a lack of teamwork and communication skills among health professionals (Brashers, Owen, & Haizlip, 2015) . In response to these concerns, the Institute of Medicine (2009) suggested that academic programs and health care organizations facilitate IPE to instill collaborative practice skills for students pre-licensure and emphasized the importance of interprofessional collaborative practice (IPCP) after licensure. The WHO (2010) defines IPCP as when "multiple health workers from different professional backgrounds provide comprehensive services by working with patients, their families, carers (caregivers) and communities to deliver the highest quality of care across settings" (p. 13).
In 2009, six national organizations in the United States representing professionals in medicine, nursing, public health, pharmacy, and dentistry formed the Interprofessional Education Collaborative (IPEC). In 2011, the IPEC published a report presenting a vision for IPCP in health care and defining the core IPCP competencies to guide the development of health professions curricula in preparing students to practice team-based care effectively. In 2016, the IPEC updated the report to reaffirm the value of the core competencies, to organize the competencies under a single domain of interprofessional collaboration, and to broaden the competencies to better achieve the Institute for Healthcare Improvement's Triple Aim (IPEC, 2016) . The Triple Aim goals include improving the patient experience of care, improving the health of populations, and reducing the per capita cost of health care (IPEC, 2016) . Also in 2016, the American Occupational Therapy Association (AOTA) joined the IPEC as one of nine additional professional organizations. In doing so, the AOTA strengthened the commitment to the overarching goals of preparing future health professionals to contribute to the team-based care of patients and collaboration to improve population outcomes.
Despite the recognition of IPE as an integral component of pre-licensure education by multiple health professions, several experts in IPE and IPCP have suggested that university administrators and faculty continue to face barriers to implementing and sustaining comprehensive IPE curricula (Brandt, 2015; Brashers et al., 2015; Curran, Sharpe, & Forristall, 2007; Hall & Zierler, 2014; Wise et al., 2015) . The director of the National Center for Interprofessional Practice and Education has suggested that within colleges and universities structural barriers, such as different schedules and program lengths, expanding class sizes, accreditation requirements, and curricular demands, can impede the development and sustainability of IPE programs (Brandt, 2015) . Another obstacle to implementing IPE curricula successfully is that faculty may feel unprepared to teach IPE effectively (Brandt, 2015) . Health professions faculty striving to design quality IPE experiences for students need knowledge, support, and training (IPEC, 2016) .
Occupational therapy (OT) often plays an integral role on interprofessional teams. Academic programs in the health sciences, including OT programs, are striving to train their students in IPE (Schreiber & Goreczny, 2013) . In 2012, the Accreditation Council for Occupational Therapy Education (ACOTE) incorporated interprofessional terminology in the accreditation preamble, standards, and definitions (ACOTE, 2012) . The preamble specifies that students with an OT education should, "Be prepared to effectively communicate and work interprofessionally with those who provide care for individuals and/or populations to clarify each member's responsibility in executing components of an intervention plan" (ACOTE, 2012, p. 2) . For students to achieve this, OT and other health professions faculty must be knowledgeable and equipped to prepare students for engaging in IPCP during both classroom and fieldwork experiences. Faculty Learning Communities centered on IPE offer one method for faculty to build knowledge and skills related to IPE.
Faculty Learning Communities (FLCs)
According to Beach and Cox (2009) (Furco & Moely, 2012; Garland & Kolkmeyer, 2011; Ward & Selvester, 2012) . Evidence suggests that participation in FLCs can lead to a positive impact on faculty attitudes about teaching and advancements in learning for students (Beach & Cox, 2009 ).
FLCs can be cohort-based or topic-based. A cohort-based FLC centers on the learning and teaching needs of a specific cohort of faculty or staff, such as junior faculty, senior faculty, or department chairs (Beach & Cox, 2009; Cox, 2004) .
A topic-based FLC involves faculty and staff from a variety of ranks convening to focus on a specific teaching and learning issue, such as designing quality student assessments or engaging undergraduate students in research (Beach & Cox, 2009; Cox, 2004) . The FLC described in this article is considered topic-based, since it involved faculty and staff from across ranks but had the specific focus of IPE. (Wagner et al., 2015) .
In the context of these parallel but not yet intersecting bodies of evidence on IPE and FLCs, the authors designed an FLC dedicated to IPE at a small, private university in the Midwest. They 
Implementation and Evaluation of the FLC
An application requesting internal funding for an IPE FLC was submitted and accepted in 2014. The application included a description of the project, a case on the need to enhance IPE on campus, the intended outcomes, and a list of faculty on campus who expressed interested in participating. The following outcomes were designated on the submitted FLC application with specification that they would be completed at the conclusion of the FLC:  Members will formulate specific next steps for interprofessional collaboration on campus. 
IPE FLC Evaluation Outcomes
As part of the evaluation, 13 FLC participants provided detailed responses through email both to questions about the original goals of the FLC and to requests for suggestions for improvement of future FLCs. Twelve of the participants were tenure track or tenured faculty and one was a staff member. Two of the participants were men and 11 of the participants were women.
The participants ranged in age from the midtwenties to the mid-fifties, and there was diversity in years of experience at the university varying from faculty in their second year to faculty with over 20 years of service to the university. Table 1 shows which health professions were represented, the number of participants from each, and the participants' years of experience at the university. Since the evaluation took place over 1 academic year after participation in the IPE FLC, several of the participants shared that they not only had formulated next steps, but many had executed research, teaching, service, and other activities related to IPE that they felt connected back to their 0-5 5-10 0-5, 5-10 0-5, 0-5, 20+ 0-5, 0-5, 5-10 0-5 0-5 participation in the FLC.
Outcomes in Alignment with FLC Goals
Formulate specific next steps for IPE collaboration on campus (Outcome 1). Outcomes 3 and 4) .
Evaluation comments linking to these goals illustrated that faculty members felt they had Sustainability has been reported as a key factor in building successful faculty development programs for IPE (Hall & Zierler, 2015; Thistlethwaite & Nesbet, 2007) . Hall and Zierler (2015) suggested that creating a community among the participants that provides an environment for peer learning and professional collaboration that can extend beyond the time frame of the initial project is an integral component of programmatic success. 
Limitations and Future Research
One limitation worth noting about this IPE FLC and the subsequent evaluation is that the authors did not account for the participants' initial or prior interest in IPE. Therefore, it is possible that since the participants were already interested enough in IPE to join the FLC, they may have implemented IPE activities at some point without ever having participated in an FLC. Faculty members intending to design a formal research study to test the effectiveness of an IPE FLC in the future might benefit from a pre-assessment of potential FLC members' interests and current activities related to IPE in order to determine inclusion/external criteria or analyze the relationships between prior interest in IPE and the outcomes of an IPE FLC.
Of note, two of the three faculty members who did not feel that they benefited directly from the IPE FLC or who felt they made limited connections represented the more population-based health professions of medical anthropology and public health or psychology. At this institution, where the FLC and evaluation took place, population health oriented disciplines tend to be harder to integrate and link into IPE activities, in part because of historical investment and the reputation for clinical, rehabilitation professions.
This may be one reason that two faculty members felt they did not benefit directly from the FLC.
Future IPE FLC leaders might approach a group with diverse representation of health professions with this information in mind and undertake strategies to intentionally integrate non-clinical health professions.
Based on the work of Hall and Zierler (2015) 
